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ALTHOUGH thirty-three years have gone by since the operation of gastro-jejunostomy was performed for the first time by Wolfler there is still much difference of opinion as to how it acts. Consequently the principles which should determine its application are disputed, and surgeons disagree as to the indications for its use.
As to the method by which the operation should be performed, there is a large measure of agreement. In the original operation the jejunum was united to the anterior wall of the stomach. Gradually the anterior operation has fallen out of favour. To-day with the.great majority of surgeons the posterior " no-loop " operation as practised by Czerny is the method of choice, although a few surgeons still continue to employ the older procedure. I would point out that the description " no-loop" is not strictly accurate. It is impracticable, indeed inadvisable, to nmake the anastomosis absolutely close to the duodeno-jejunal junction. It is more correct, therefore, to speak of the posterior " short-loop" operation.
Without doubt during the past fifteen years there has been a marked improvement in the results of gastro-jejunostomy, both immediate and remote. Acute regurgitairt vomiting is a thing of the past; but are we satisfied that our results are yet as perfect as we could wish? The improvement which has taken place is attributed largely to the adoption of the "short-loop " operation. I suggest we should ask ourselves whether there is a sure foundation for our belief in its superiority. How far is the improvement in our results due, not to the particular method employed, but to a general advance in our technique ? At present we have little knowledge of the ultimate results of the anterior operation performed by modern technique.
There are reasons why neither method is ideal: It will, I think, be agreed that a gastro-jejunostomy opening should be placed as close as possible to the normal outlet of the stomach, in other words, near to the pylorus. In-the posterior " short-loop " operation this is an anatomical impossibility. On the other hand, the long loop of the anterior operation is undoubtedly a disadvantage. To put the matter succinctly, the posterior operation is good anatomically but physiologically unsound, the anterior operation is good physiologically but anatomically bad.
There is little doubt that the immediate results of the posterior operation are better than those of the anterior. The patients convalesce more smoothly, and vomiting is less common, while after the anterior operation it may be necessary to wash out the stomach once or twice during the first few days. As to the remote results, I am inclined to think that the advantage rests with the anterior operation. After the posterior operation some patients, few in number it is true, after remaining well for months or years begin to suffer discomfort. In some instances this is due to a mechanical defect at the site of the anastomosis, such as a constriction produced by contraction of the mesocolon encircling the anastomosis. I am quite clear that the mesocolon should be sutured to the stomach a little distance away from the suture line, and not to the jejunum or to the suture line, as is commonly taught. In other cases the defect is due to a kink produced by contraction of a dilated stomach, or to the formation of adhesions, or to rotation of the jejunum on its longitudinal axis during the process of suturing. Another cause of trouble is the narrowing of the lumen of the attached jejunum owing to the insertion of the serous suture too far from the cut edge. It is said that the anterior operation is more often followed by jejunal ulcer, but I do not think there is any positive proof of this.
As a rule mechanical defects can be remedied. The practical point is, after which type of operation are they less common? At present we can hardly answer this question definitely, although there is some ground for answering it in favour of the anterior operation, but
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Surgical Section this much is certain, that whatever the nature of the defect, it is a imuch more difficult matter to remedy it after a posterior than after an anterior operation.
Not infrequently recurrence of symnptoms after gastro-jejunostomy is attributed to supposed closure of the anastomotic opening. This is one of the instances in which radiography sometimes is misleading. That the food is passing out by the pylorus and not by the anastomotic opening is no evidence that the opening has become closed. A properly nade gastro-jejunostomy rarely, if indeed ever, becomes closed, except as a result of gastro-jejunal ulceration, and this is not a common event.
It is true that some of these occurrences are preventable, but so long as we are merely human they will be met with from time to time, and they do occur in the practice of the most skilful and experienced surgeons. The proportion of unsatisfactory cases is undoubtedly small, not more than 5 per cent.; still, such.cases are met with, and the truth miust be faced. There is, however, another ground of failure after gastro-jejunostomy, namely, the performance of the operation without proper indication. Probably more patients are unrelieved for this reason than on account of mistakes in technique. The operation has been performed on a clinical diagnosis and not on the evidence found on the operation table. The operation of gastro-jejunostomy will not relieve or cure malignant disease of the colon, the gastric crises of tabes dorsalis, chronic appendicular disease, chronic Bright's disease, or migraine, to mention only some of the conditions treated by gastro-jejunostomy, of which instances have come under my notice. Naturally patients suffering fronm such diseases are no better after operation, and the case is regarded as an operative failure, whereas really it is not that the principle of gastrojejunostomy but its application which is at fault. It is as Dr. W. J. Paterson : Gastro-jejunostomy of any surgical procedure depends on a proper appreciation of its effects. It is a truism that it is unscientific to perform any operation when the indications are not clear, and the precise effect to be aimed at is uncertain. Therefore, from a clinical standpoint it is important to answer the question, How does gastro-jejunostomy act ? Is the operation a mechanical one, or has it any physiological effect on the gastric secretion ?
The prevailing view appears to be that the operation is a purely mechanical one, the provision of a new opening into the intestine, allowing the food to leave the stomach more readily and more quickly, and, in the case of a duodenal ulcer, diverting the food from passing over the ulcer. For a good many years I have been advocating the view that the operation of gastro-jejunostomy is a physiological one. I will endeavour to put before you, very briefly, the reasons for my belief.
First, in view of the allegation that gastro-jejunostomy is a drainage operation, we must inquire what is the effect of gastro-jejunostomy on the evacuation of the stomach. Diverse views have been expressed on this subject. My experience is that in cases in which there is no organic stenosis of the pylorus the evacuation of the stomach is slightly accelerated. Usually the stomach is empty in from three to four hours after a meal. Another means of comparing the motility of the stomach before and after operation is afforded by the study of the amounts recovered one hour after a test meal. In 60 per cent. of a series of investigated cases the amount recovered after a test meal was less after operation than before, but the difference is not very great. In sixty-six cases the average amount recovered one hour after a test meal was 190 c.c. before operation and 180 c.c. after operation. I think, therefore, we may coficlude that in those cases in which the gastric motility is impaired markedly by pyloric stenosis or by adhesions the operation of gastro-jejunostomy results usually in a marked improvement in the evacuation of the stomach contents. In those cases, on the other hand, in which before operation the motility is unimpaired, gastro-jejunostomy usually slightly hastens, but occasionally retards, the evacuation of the stomach; but inasmuch as this retardation or acceleration falls within physiological limits, we are justified in saying that in cases in which, before operation, the motility of the stomach is unimpaired the evacuation of the stomach is unchanged by gastro-jejunostomy.
These observations seem to me to be fatal to the view that gastrojejunostomy is a mechanical operation. If gastro-jejunostomy acts by 214 Surgical Section draining the stomach, then unless the operation hastens markedly the evacuation of the stomach it can be of no value. This is contrary to experience. We know that after gastro-jejunostomy the evacuation of the stomach may be greatly delayed, and yet the patient gains complete relief, and remains permanently well. It is not easy to imagine on what grounds a gastro-jejunostomy is supposed to act as a drain. The stomach is not an inert bag but a muscular organ, and we should not expect it to empty itself by gravity. There is evidence that after gastro-jejunostomy the contractions of the stomach in some way control the effluent of gastric contents into the jejunum.
It is difficult by any mechanical explanation to account for the beneficial effects of gastro-jejunostomy in the absence of pyloric stenosis. Take the case of gastro-jejunostomy for duodenal ulcer. The view that a gastro-jejunostomy acts by preventing the food from passing over the ulcer is no longer tenable. We know from the evidence of radiography that in some cases the food continues to leave the stomach by the pylorus. If the mechanical explanation of the action of gastrojejunostomy be correct such cases would not be benefited by the operation. This is contrary to experience. If the mechanical explanation of gastro-jejunostomy be correct, the pylorus should be occluded deliberately in every case when performing gastro-jejunostomy for duodenal ulcer. Some surgeons do this, but so far as I am aware there is no evidence that warrants the conclusion that the results in cases in which the pylorus has been occluded are better than in those in which this has not been done.
The reasoning on which is based the conclusion that closure of the pylorus is advantageous seems to be somewhat illogical. The reason given is that when the pylorus is patent the food continues to leave the stomach through the pylorus, and therefore it should be occluded so as to ensure that the food passes out through the anastomotic opening. This increase is not due to greater activity of the gastric inucosa, because as a rule there is (in 75 per cent. of my cases) a diminution of the total chlorides. If, then, this increase in the mineral chlorides be not the result of greater gastric activity, it must be due to chlorides added, from without, to the gastric contents. I think, therefore, the inference is irresistible that the increase is due to the mineral chlorides of the bile and pancreatic juice, which gain entrance to the stomach through the anastomosis.
If this hypothesis be correct, then the effect of undoing a gastrojejunostomy should be to diminish the amount of mineral chlorides in the gastric contents. This appears to be the case. On a numnber of occasions I have had an opportunity of performing gastric analyses on patients before and after gastro-jejunostomy, and again after gastrojejunostomy has been undone. The result has always been the same, an increase in the mineral chlorides after gastro-jejunostomy, and a decrease towards the normal after restoration of the alimentary canal to its normal condition. This is well shown in the following illustrative case GASTRIC ANALYSIS.
Before gastro-jejunostomy- In this case for several days after an anterior gastro-jejunostomy there was marked excess of bile in the gastric contents, and analysis showed that there was a very high percentage of mineral chlorides. Gradually this excess of bile disappeared, and gastric analysis showed a corresponding decrease in the mineral chlorides.
The question may be asked, Does this increase in the mineral chlorides occur after operations other than gastro-jejunostomy? For example, take the operation of appendicectomy, is there an increase in the mineral chlorides after this operation? In 26 per cent. of my cases of appendicectomy there was a i-arked decrease, in the remaining 74 per cent. there was an increase; but whereas after gastro-jejunostomy the increase in mineral chlorides is accompanied by a decrease in the total chlorides, after appendicectomy the increase in the mineral chlorides is accompanied, as a rule, by an increase in the total chlorides. Paterson: Gastro-jejunostomy
(1) The total chlorides of the gastric contents are diminished.
(2) Undoing gastro-jejunostomy diminishes once more the amount of mineral chlorides.
(3) If an entero-anastomosis be performed, the increase in the mineral chlorides does not occur.
(4) In cases in which there is marked excess of bile in the gastric contents there is a marked excess of mineral chlorides.
(5) As a rule the increase in mineral chlorides does not follow operations other than gastro-jejunostomy.
I find that the average increase in the mineral chlorides after gastrojejunostomy is 0077 per cent. Doubtless part of this increase is due to neutralization of free hydrochloric acid and consequent formation of sodium chloride. This does not affect my argument because-
(1) This neutralization must be caused by the carbonates of the bile and pancreatic juice.
(2) If, before gastro-jejunostomy, free hydrochloric acid be absent from the gastric contents, there is still an increase in the mineral chlorides after gastro-jejunostomv. I think it is clear that in cases in which there is not organic stenosis drainage does not explain the beneficial effects of gastrojejunostomy on ulcers. From a study of my cases it is evident that the relief afforded does not depend on hastened evacuation of the stomach. After gastro-jejunostomy the evacuation of the stomach nay be markedly retarded, and the amount recovered after a test miieal increased considerably, and yet the patient gains relief, and reimiains permanently well. This is, I think, conclusive evidence against the mechanical hypothesis as to the action of gastro-jejunostomy. To my mind the conclusion is irresistible, that gastro-jejunostomy is a physiological operation.
It is easy to ascertain the changes in the gastric contents which follow gastro-jejunostomy, but at present we must admit that we can only speculate as to which of those changes is the important factor in the relief of the patient. As I have already pointed out, a most striking feature after gastro-jejunostomy is the diminution of the total acidity. As a rule, there is also a diminution of the active hydrochloric condition is the exception and not the rule. My belief is that in the majority of cases of duodenal ulcer, and many cases of gastric ulcer, the haemorrhage comes, not from the ulcer, but from erosions of the gastric mucosa, secondary either to hypersecretion or hyperacidity. Gastrojejunostomy removes both these conditions, and so allows the erosions to heal. Then, again, cases are met with in which there is hkemorrhage recurring so frequently or so profusely that surgical treatment is indicated, and yet there is no definite ulcer palpable. No direct treatment of the numerous bleeding points is practicable. The whole stomach is weeping blood. Here, too, the bleeding is the result probably of hypersecretion or hyperacidity, and gastro-jejunostomy is an efficient treatment. Gastro-jejunostomy possesses these advantages: that it is applicable equally to cases of acute or chronic ulcer, it renders exploration of the stomach unnecessary, and it can be performed in a very short time.
There is another and important indication for gastro-jejunostomynamely, perforation of a gastric or duodenal ulcer. In 1906 I advocated that gastro-jejunostomy should be performed as a routine measure, in addition to closure of the perforation, in all cases of perforated ulcers, and I gave my reasons for adopting this procedure, so this is no occasion to recapitulate them here. This suggestion has been much criticized, but further experience has confirmed the belief that it is right. Many of those who came to criticize have stayed to bless, and this practice has received the imprimatur of so great an authority as Dr. John B.
Deaver.
The treatment of those patients whose chief symptom is frequent and copious vomiting is often a difficult problem. In the past, when surgical treatment was suggested, one was apt to think that gastro-jejunostomy was indicated, and in some cases it did give relief. The reason why it sometimes gave relief is that, as has been pointed out by Sir Arbuthnot Lane, vomiting may be due to a kink at the duodeno-jejunal junction, and a gastro-jejunostomy, more by good luck than by sound surgery, may rectify the kink. The feature of this type of case is the frequency and amount of the vomiting and the comparative freedom from pain. I think we may summarize these cases in reference to gastro-jejunostomy in this way: that in cases of severe and frequent vomiting, unaccompanied by marked definite pain, gastro-jejunostomy is contra-indicated.
On one point there must be no compromise, gastro-jejunostomy is contra-indicated absolutely when no organic lesion is present, except in cases of severe or continued gastric haomorrhage. Gastro-jejunostomy is a physiological operation, applicable only in the presence of definite pathological indication. An operation performed on a clinical diagnosis, unconfirmed by the pathological findings, is not sound surgery.
Gastro-jejunostomy is not yet an obsolete operation, neither is it a panacea for all gastric ills, and its performance without proper indications usually leads to disappointment, and occasionally is followed by disaster.
There are, I think, four practical lessons to be learnt from the facts which I have put before you:
(1) That the type of gastro-jejunostomy employed is of less importance than the manner in which it is performed.
(2) That occlusion of the pylorus is an unnecessary complication of gastro-jejunostomy, and is based on erroneous pathology.
(3) That if gastro-jejunostomy be a physiological operation, its use for the treatment of gastric heemorrhage is correct and explicable.
(4) That if gastro-jejunostomy be a physiological operation, then it is as efficient a treatment for ulcers of the body of the stomach as for ulcers near the pylorus; in other words, gastro-jejunostomy is preferable to excision.
Notwithstanding the admirable work on this subject which comes from the Mecca of Surgery-the Mayo Clinic-I regard as "not proven" the view as to the great frequency with which carcinoma is grafted on simple ulcer. Granted, however, for the sake of argument, that it is proved, at any rate there is no evidence that such an event is frequent after a gastro-jejunostomy has been performed. Sir FREDERIC EVE said that his own experience led him to agree with Mr. Paterson in most of his conclusions. He had always looked upon gastrojejunostomy as a physiological operation, and they were indebted to Mr. Paterson for the chemical evidence that he had placed before them. It had been long recognized that a regurgitation of bile into the stomach occurred after gastrojejunostomy; and without evidence of a vicious circle it might be a cause of discomfort. Two doctors operated on by a well-known surgeon complained to him (the speaker) of discomfort arising from this cause, and one was in the habit of washing out his stomach to get rid of the bile.
He fully concurred in the importance of making the stoma in the most mobile portion of the stomach-i.e., the pyloric antrum, and as a rule had carried this out. Some six years ago,' in a lecture, he pointed out that the X-ray examination of his cases of gastro-jejunostomy showed that even when the pyloric orifice was patent the bismuth passed immediately through the stoma. Thus clinical observation was opposed to the experimental conclusions of Cannon. This discrepancy had recently been cleared up by Hartmann and M6tivet, who found that when in the dog the stoma was placed in the cardiac portion, the greater part of the gastric contents passed through the pylorus; on the contrary, when the stoma was in the pyloric antrum the gastric contents passed almost completely through the stoma. This recent observation placed clinical and experimental evidence in accord; at the same time it suggested a reason for the divergence of clinicians as to the results of gastrojejunostomy in gastric ulcers at a distance from the pylorus, and, therefore, not attended with pyloric spasm. He had contended that favourable results were obtained in these cases, and this might be due to the fact that he placed the stoma in the pyloric region. He was in the habit, for greater precision, of marking out the position of the stoma by an anchoring stitch passing through the muscularis at each angle. The experimental observation of Hartmann, above mentioned, showed that occlusion of the pylorus was unnecessary even in ulcers clearly duodenal. A few years ago he did this in some few cases, but gave it up on finding that cases of duodenal ulcer treated by gastrojejunostomy only did perfectly well. As regards excision of simple callous ulcer, he had never performed it, believing that the results of gastro-jejunostomy were so satisfactory that it was not justifiable to expose patients to the greater risk of excision, which amounted to 10 per cent. in collected cases (Payr, Kuttner). The chief argument in favour of excision was the danger of cancerous transformation of chronic ulcer. The estimation of the frequency of this derived from histological examination had, he thought, been much too liberal. Clinical experience, from watching his own cases, had convinced him that it was excessively rare after gastro-jejunostomy for ulcer. He almost invariably performed the posterior operation, and found no difficulty in bringing the bowel to the pyloric antrum. Of course the loop of jejunum required to be somewhat longer. If, owing to adhesions of the stomach to the posterior parietes, he could not carry out the posterior operation, he brought the jejunum through the transverse mesocolon and great omentum, and sutured it to the anterior gastric wall. The stoma was finally made inferior by stitching the omentum and mesocolon-where the bowel was brought through -to the anterior gastric wall.
Dr. ARTHUR HERTZ said that during the last six years he had examined a large number of patients with the X-rays from a few weeks to ten years after a gastro-enterostomy had been performed upon them by various surgeons, with various degrees of success. His results agreed, as far as he knew, with those of all other workers on the subject both in England and abroad. Like them, he had come to the conclusion that gastro-enterostomy gave relief by draining the stomach, and that any chemical changes due to the entry of bile and pancreatic juice into the stomach were of quite minor importance. He had had the opportunity of examining patients in several instances with the surgeons who had performed the operation, and without exception they had all been convinced of the accuracy of this view. He felt sure that Mr. Paterson would be converted to their opinion if he would investigate his cases with the X-rays with the same thoroughness with which he had investigated them from the chemical point of view, for the increased efficiency of drainage of the stomach produced by a stoma gave a satisfactory explanation of his results, whereas the rapid passage of the chyme from the stoma as seen with the X-rays was a fact which no chemical investigations could controvert. Mr. Paterson questioned the accuracy of X-ray examinations, because they had occasionally led to the conclusion that the stoma had closed, whereas be regarded this as an impossibility. But out of the large number of observations he (Dr. Hertz) had made he had only seen one case in which nothing passed out of the stoma, and this was one of the most unsuccessful he had ever come across, the patient having been rendered much worse by the operation, as she required to wash her stomach out several times a day in order to remove the bile which collected in her stomach. He was unable to explain why the stoma did not act, as at the second operation it was found to be quite patent; possibly the extensive adhesions, which had fixed the front of the pyloric end of the stomach to the anterior abdominal wall since the performance of the first operation, might in some way have dragged upon the stoma and prevented it from acting. With the X-rays it was possible to watch the chyme pass through the stoma from the moment the food began to enter the stomach until gastric digestion was over; a varying proportion passed through the pylorus, but this was almost always very much less than that which passed through the stoma, even if the pylorus was healthy. Evidence of this kind was clearly much more convincing than that obtained by the passage of a stomach-tube, which could only show the amount of gastric contents present at one given moment after a meal; moreover, in some cases it was impossible to empty the stomach completely by a stomach-tube, as had been conclusively shown by some recent X-ray observations. If a gastroenterostomy acted solely by allowing the alkaline bile and pancreatic juice to enter the stomach, it would be quite unjustifiable ever to perform the operation, as equally good results would be obtained with less trouble and greater safety by giving the patient an alkaline powder and allowing him to swallow small quantities of it during gastric digestion. He could, indeed, completely neutralize his gastric contents in this way, whereas Mr. Paterson's observations showed that they were still acid after the operation. Moreover, the diminution in gastric acidity, which Mr. Paterson had shown occurred after gastroenterostomy, was no greater than that which Dr. Craven Moore and others had proved to occur if olive oil or a small dose of belladonna was taken before meals. With Mr. Paterson's theory it was quite impossible to explain the benefit, which he had shown might occur in cases of ulcer associated with deficient instead of increased acidity and in the rare cases in which achylia was present. With his theory it was also impossible to explain how the Roux operation could ever be successful, as the anastomosis between the two intestinal loops prevented the passage of the duodenal contents into the stomach; Dr. Hertz had indeed seen two cases in which a gastro-enterostomy had proved partially unsuccessful, but became completely successful after it had been converted into a Roux operation by making an anastomosis between the two intestinal loops. The.results obtained by Mr. Paterson's chemical investigations could easily be explained as a result of drainage combined with the entry of a little bile and pancreatic juice into the stomach, the occurrence of which Dr. Hertz did not wish for a moment to deny. It was well known that the chief chemical stimulants of the secretion of gastric juice were not in the food as it was swallowed, but in the products of its digestion. If, therefore, the stomach emptied itself with abnormal rapidity, these substances formed in insufficient quantities in the stomach, and the stimulation of the flow of gastric juice was deficient. The excellent results obtained in cases of duodenal ulcer by gastro-enterostomy were due to the fact that for some time after the operation practically all the gastric contents passed through the stoma, as the unrelaxed pylorus afforded a considerable resistance to the passage of food in comparison witlh the widely open stoma. Only at a later stage when the ulcer was healed and the pylorus relaxed more readily did a certain amount of chyme pass through the duodenum, but the quantity which passed through remained much less than before the operation, and any coarse or insufficiently chewed articles of diet would pass out of the stoma rather than through the narrow pyloric canal, and so irritation of the duodenum was avoided. Moreover, the gastric juice, which was often continuously secreted even when no food was present in the stomach in patients who had or had had a duodenal ulcer, escaped through the stoma when the stomach was otherwise empty instead of passing through the pylorus; the chief factor which prevented Paterson: Gastro-jejunostonty the healing of an ulcer or the formation of a new one was in this way removed. He could not understand why Mr. Paterson should call his chemical hypothesis a physiological hypothesis in opposition to the drainage theory, as no treatment could be more physiological than one which gave comparative rest to the stomach and almost complete rest to the duodenum by allowing the greater part of the gastric contents to leave the stomach through the stoma.
Mr. J. F. DOBSON thought that Mr. Paterson's paper was a reminder that there were still many things which we did not understand about the operation of gastro-enterostomy and its effects, and that even yet it was not uncommonly performed in unsuitable cases and with unsatisfactory results. Mr. Dobson said he wished to confine his remarks to the place of gastro-enterostomy in the treatment of ulcers of the body and lesser curvature of the stomach and to the subject of gastro-jejunal and jejunal ulceration after gastro-enterostomy. The view was commonly held that gastro-enterostomy acted merely mechanically. If this view was correct it followed that the operation was likely to be of little avail in ulcers of the lesser curvature or of the body of the stomach unless these ulcers were at the same time associated with some degree of stenosis. It was obvious that a gastro-enterostomy would not prevent the irritation caused by food passing over an ulcer high up on the lesser curvature. The treatment of these ulcers by excision had therefore been practised by a number of surgeons. He (Mr. Dobson) had performed the operation himself many times and had found that the results were unsatisfactory. The operation might be exceedingly difficult; in many cases the ulcer was adherent to the liyer or the pancreas, and sometimes perforation had occurred, the base of the ulcer being formed by the adherent viscus. Accurate suturing was difficult; there was some risk of soiling the peritoneum, and drainage was very frequently necessary. Recurrence of symptoms was common after excision. He had had three cases of recurrence of ulceration which had necessitated a gastro-enterostomy. He had also operated upon a case in which, after excision by another surgeon, ulceration had recurred and caused perforation from which the patient had died. Another case of perforation of a recurrent ulcer had also occurred in the Leeds General Infirmary. In two of the cases the appendix had been removed at the first operation. Whatever part it might have played in causing the original ulcer it clearly could have nothing to do with its recurrence. The presence of an unabsorbed suture had been held responsible for the development of gastro-jejunal ulcers after gastroenterostomy, and it was possible that recurrence in the scar might be caused in the same way. But in all the cases except one, in which there was some doubt, fine catgut was used for the internal suture. In one case the ulceration developed at some distance from the scar. He had no hesitation in saying that the results of excision were so bad that the operation should be abandoned. These cases might be treated by a combination of excision and gastro-enterostomy, but this operation had the same dangers as excision, with the added time and risk of the gastro-enterostomy. It might be useful in Sutrgical Section 239 ulcers of the anterior surface. When a large ulcer was present on the lesser curvature Mr. Dobson preferred the modified method of partial gastrectomy described by him previously.1 It was a very satisfactory operation and was cleaner and easier and quicker than either the excision of a wedge or a transgastric excision. In the majority of cases gastro-enterostomy alone was the operation of choice; the results were generally good and proved that the operation did not act merely mechanically. But the gastro-enterostomy aperture must be made on the left of the ulcer, otherwise should stenosis occur an hour-glass stomach would be produced, with the aperture opening into the pyloric pouch instead of into the cardiac pouch. He had operated on one such case. He (Mr. Dobson) thought that gastro-jejunal ulcers were far more common than true jejunal ulcers and that they were largely the result of the use of a non-absorbent suture and of failure to infold properly the mucous membrane at the anterior edge of the aperture. Unless the mucous membrane of the stomach and jejunum were brought into most accurate apposition a little raw area was left at the line of anastomosis which might perhaps heal, but which might equally well develop into an ulcer. It was thought that the mucous membrane could be most satisfactorily infolded by commencing the inner suture of the anterior surface in the centre instead of at the edge of the anastomotic aperture. The suture could then be continued towards either end and the mucous membrane most completely infolded. It was possible by this method absolutely to prevent the protrusion of any mucous membrane.
The PRESIDENT (Mr. G. H. Makins, C.B.) congratulated Mr. Paterson on the exhaustive and interesting character of his paper, and on the lucidity with which his views as to the physiological effect produced by the establishment of a gastro-jejunal anastomosis had been expressed. With regard to the question of the purely mechanical effect of these anastomoses, the President thought it must be borne in mind that no class of case was more satisfactory than that where mechanical obstruction was the prominent factor. As to the significance of simple ulcer of the stomach as a precursor of malignant disease, he thought the evidence gained from operations in cases of malignant disease were of more importance than the fact that surgeons rarely witnessed the development of a carcinoma in patients upon whom anastomoses had been performed for the treatment of simple gastric ulcer. He agreed with Mr.
Dobson that removal of ulcers of the lesser curvature which had led to firm adhesions between the stomach and the pancreas offered greater technical difficulties than almost any other operation on the stomach, and in these cases anastomosis was often to be preferred to excision. In other cases where the ulcer was so situated as to be readily removed, the operation of excision was preferable. The operation of gastro-enterostomy could not be regarded as certain to prevent the recurrence of an ulcer.
' Brit. Med. Journ., 191?, ii, Paterson: Gastro-jejunostomny Mr. PATERSON, in reply, desired to thank the President for the kind manner in which he had referred to the paper. He was very glad to learn that Sir Frederic Eve agreed in regarding gastro-jejunostomy as a physiological operation, and he concurred fully in the view that the stoma should be placed as near to the pylorus as possible. With regard to the criticisms of Dr. Hertz, he recognized fully the admirable work done by him in the investigation of cases after gastro-jejunostomy, hut he maintained that the knowledge gained by passage of a stomach-tube was far more reliable than that gained by X-ray examination. The introduction of an insoluble substance like bismuth, which tended to adhere to the mucous membrane, did, at least so it seemed to him, lead to erroneous conclusions. Dr. Hertz claimed that gastro-jejunostomy was a drainage operation, and that its beneficial effects were due to its ensuring physiological rest. He (Mr. Paterson) thought that it was recognized that to secure physiological rest to the stomach was an impossibility. Surely this was proved conclusively by the work of Pawlow. Dr. Hertz asked him why, instead of performing gastro-jejunostomy, he did not administer alkalis. His answer was quite simple, for the same reason that Dr. Hertz would advise gastro-jejunostomy in pyloric stenosis, instead of continuous use of a stomachtube. Gastro-jejunostomy was a more comfortable and effective method. After a time the use of a stomach-tube became very irritating, and lost its effect, so the continual use of alkalis irritated the gastric mucosa, and eventually failed to relieve. Dr. Hertz had not attempted to deny that in some cases of duodenal ulcer the whole of the gastric contents continued to pass out through the pylorus, and yet the patients gained complete relief. Such cases were met with, and their occurrence was fatal to the drainage hypothesis. He (Mr. Paterson) did not wish to be dogmatic, and therefore had used the expression physiological hypothesis, because he did not regard it as yet proved. While he maintained that the physiological hypothesis explained the beneficial effects of gastro-jejunostomy more satisfactorily than the drainage or mechanical hypothesis, he agreed with Mr. Dobson that there were still many things about the operation of gastro-jejunostomy and its effects which as yet we did not understand. They were all seekers after the truth, and it was only by putting one's views forward and listening to such fair and kindly criticisms as had been made that afternoon that we should in time be able to form theories based on facts and borne out by clinical experience.
